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Abstract. Amid nationwide efforts to address behavioral health needs, rural communities often
face unique challenges and a lack of resources. This study presents a bottom-up approach used
by one rural community in the Midwest to respond to their needs regarding mental health and
substance use. A survey instrument was developed from interviews with community
stakeholders and disseminated in both online and paper formats. The survey sought to
understand citizen perspectives regarding quality of life, barriers to treatment, and willingness to
engage in efforts to address the community’s needs. Data from 1,303 respondents (71.5%
women, 54.7% income <$42,000) were analyzed using descriptive statistics and chi-square
analyses. Results indicate that cost of treatment, shame, and lack of privacy were a barrier for
most citizens’ treatment-seeking behavior. In addition, many citizens were willing to engage in
strategies to address the community’s needs, including increased county spending, forming a
neighborhood watch, and donating money. Differences associated with gender and income
emerged across perceptions and willingness to support efforts. Implications for community
efforts are discussed.
Keywords: behavioral health, bottom-up approach, mental health, substance use
Across the United States, the opioid epidemic has become an impetus for increased
attention to the broader issues of mental health and substance use, collectively referred to as
behavioral health (Center for Disease Control and Prevention, 2018). Despite a context of
improved societal attitudes and expanded utilization of behavioral health services, barriers to
treatment continue to exist (Alang, 2015; Lang & Rosenberg, 2017; Mojtabai, 2007). Although
efforts to address the complexity of behavioral health needs have emerged across the nation, they
are often centralized to populous urban areas (Centafont & Centafont, 2017). As such, rural
communities continue to struggle with a lack of treatment accessibility due to a dearth of
providers, fiscal restraints, and distance to providers, and require strategies that are culturallysensitive to be successful (Bischoff et al., 2014; Longenecker & Schmitz, 2017; Young, Grant, &
Tyler, 2015; Keyes, Cerda, Brady, Havens, & Galea, 2014; Knopf, 2018; Robinson et al., 2012).
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Barriers and Challenges
According to the United States Census Bureau (2016), rural areas are those outside of
designated urban areas (i.e. at least 50,000 people) and urban clusters (i.e. densely developed
territories with at least 2,500 people). Research has highlighted challenges associated with
quality of life in rural communities. Some of these challenges include: fewer employment
opportunities that provide health insurance (Lavelle, Lorenz, & Wickrama, 2012); poverty and
the chronic strain of economic hardships, as well as smaller social networks (Amato & Zuo,
1992); a gap in health literacy and health disparities associated with poverty (Bice-Wigington &
Huddleston-Casas, 2012); and lack of formal or informal community supports (Notter,
MacTavish, & Shamah, 2008).
The Center for Disease Control noted that rural communities, in contrast to urban
settings, were prone to higher incidence of mental, behavioral, and developmental disorders in
childhood and poor mental health among parents (Robinson et al., 2017). In 2017, the North
Carolina Rural Health Research Program published a rural health report that highlighted
disparities in health and health care. Notably, rural areas had 55.1 primary care physicians and
135.1 mental health providers per 100,000 people, in contrast to 79.3 primary care physicians
and 213.1 mental health providers per 100,000 people in urban settings. The lack of providers
often results in lack of treatment received or the need to travel long distances for health care
(Warshaw, 2017).
Across communities, stigma and alienation can be barriers for people seeking treatment,
however, their impact may be more extensive in rural areas where communities are small and
often lack sufficient resources (Alang, 2015; Lang & Rosenberg, 2017). As such, confidentiality
and anonymity are considerable concerns that prevent people from entering treatment as they
fear being identified or seen by others in the community (Robinson et al., 2012). This is
exacerbated by an underlying culture that is highlighted by independence and self-reliance (BiceWigington & Huddleston-Casas, 2012). However, a sense of belonging has been linked with the
ability to overcome stigma and is critical to individuals’ sense of agency and healing (Treichler
& Luchsted, 2017). This cycle is often perpetuated and can have a lasting impact on the family
system (Ingram, Lichtenberg, & Clarke, 2016). For example, Williams and Polaha (2014) noted
that parents who experienced higher levels of public and self-stigma, in contrast to parents who
experienced lower levels of stigma, were less willing to seek mental health services for their
children.
Gender is an additional factor to consider when discussing the complexity and challenges
of behavioral health in rural communities. Research suggests that women, in comparison to
men, experience increased barriers to treatment due to limited financial and educational
resources (Staton-Tindall, Webster, Oser, Havens, & Leukefeld, 2015). Divorced or separated
women are at a higher risk of being uninsured (Lavelle et al., 2012). The centrality of child
caregiving, competing work demands, and stressors of parenting can increase women’s
vulnerability to stress and poorer health outcomes (Reschke & Walker, 2006; Wijnberg &
Reding, 1999). Cost restraints frequently prevent women from accessing treatment and thus
result in unaddressed health needs (Alang, 2015). Women, especially those who are pregnant or
have children, who are seeking treatment for substance use may be disproportionately impacted
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by factors related to confidentiality (Hall & Skinner, 2012). Howard (2015) noted that mothers
with histories of opioid dependence not only experienced shame and self-stigmatization, but they
also experienced stigma from providers that resulted in guilt and low self-esteem.
Responding to Current Needs
Across the nation, efforts to address behavioral health have emerged from the federal to
local levels. For example, in 2016 Congress passed the 21st Century Cures Act which allocated
$1 billion to fund state efforts to address the opioid epidemic. Similarly, states bolstered
prescription drug monitoring programs and established medication-assisted treatment programs
(Barlas, 2017). Additional efforts have included: training programs for physicians regarding
addiction treatment and alternative approaches to pain management; the development of syringe
exchange programs; and collaborations between recreation departments and community leaders
to offer programming and coalition building (Centafont & Centafont, 2017; Scully & Strout,
2017; Paynich, 2018).
Strategies have often employed top-down approaches where officials determine the
allocation of revenue and direct decision-making. However, this type of approach often fails to
consider the potential strengths, skills, and contributions of community members (Hawk, 2015).
In contrast, bottom-up approaches work from a grassroots level to build upon community
strengths and stimulate collaboration between the community and its leadership (Wessells,
2015). Kelly and Caputo (2005) noted that many communities, even those with deficits, have
strengths and capacities which can be used as leverage to support the community in identifying
its needs and acting to respond. Bottom-up approaches can provide leadership with a diversified
understanding of community perceptions and produce solutions that emerge from the community
that lend to success and sustainability (Goodwin & Young, 2013; Hawk, 2015; Kelly & Caputo,
2005; Wessells, 2015). As such, bottom-up strategies may be preferred in rural areas given their
lack of resources and the need for efforts that are sensitive to the local culture (Bischoff et al.,
2014; Knopf, 2018; Longenecker & Schmitz, 2017; Robinson et al., 2012; Young et al., 2015).
In addition, collaboration and pooling of resources are often necessary to counter the lack
of resources. Collaboration between primary care and mental health providers, clients, families,
and church members, can be critical in reducing barriers to treatment (Robinson et al., 2012;
Sullivan et al., 2014). Universities can be an additional source of collaboration for communities.
University-community partnerships provide opportunities that foster synergy between research,
practice, and an exchange of information that promotes growth (Dulmus & Cristalli, 2012;
Keesler, Green, & Nochajski, 2017; Lundgren, Krull, Zerden, & McCarty, 2011). Universitycommunity partnerships can bolster rural communities with the resources necessary to
accomplish goals that might otherwise be hindered by a dearth of resources.
Purpose
In 2017, a rural community in the Midwest engaged in a university-community
partnership to survey citizen perspectives regarding mental health and substance use. The
present study utilizes data from that survey to answer the following questions: (a) What are
citizens’ perceptions regarding quality of life in the county regarding behavioral health? (b)
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What are the perceived barriers to treatment for behavioral health? (c) How willing are residents
to support strategies to address the community’s needs related to behavioral health? In addition,
the study sought to identify any differences by gender and income regarding perceived barriers
and willingness to support strategies given previous research findings.
Method
Background
In 2017, a midwestern university launched a community-based initiative in which the
university was to work with a nearby county for one year to foster community wellbeing. This
collaborative effort invited community members to submit project proposals with which they
wanted assistance. The list of projects was to be shared with university faculty who were
requested to consider participation, along with their students, in any project that coincided with
their interests, expertise, and courses.
The first county with which the University partnered was rural as identified by the United
States Census Bureau with a total population of approximately 45,000 people (United States
Census Bureau, 2016). Community members identified more than 30 projects, one of which one
was a community survey regarding mental health and substance use to help inform the decisions
of community leaders amid the nation-wide opioid epidemic. This project complemented the
mental health and addiction focus of the graduate program in the University’s School of Social
Work and is the foundation of the present study.
Instrument Development
In August, 2017, the lead author interviewed 12 community stakeholders who were
members of a county mental health and addiction taskforce. They included representatives from
criminal justice, government, hospital administration, social services, mental health services, and
lay residents. Interviews were guided by a single open-ended question: “What would be helpful
for you to know about the community regarding mental health and substance use?” Interviews
were conducted at a time and location convenient to the stakeholder, most often at their place of
employment, and ranged in length from 30 to 90 minutes. Notes were taken by the interviewer
during each interview and resulted in 1 to 3 pages of handwritten notes per interview. The notes
were coded for major themes through an open-coding process in which codes were created as
themes emerged from the content of the interviews (Charmaz, 2006).
During the fall semester, the lead researcher and a cohort of 11 graduate social work
students developed the survey instrument within a research course required for the degree
program. Survey items were developed based on the themes identified in the interview notes and
informed by the scholarly literature (Alang, 2015; Bischoff et al., 2014; Robinson et al., 2012;
Young et al., 2015). Items were revised through an iterative process to increase precision and
minimize redundancy. The survey was sent electronically to the stakeholders for their review to
ensure accuracy, readability, and face validity with interview themes. Approximately one-third
of the stakeholders responded and requested minor revisions (e.g. inclusion of a community
resource that was accidentally excluded). The final survey was comprised of 50 items across
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nine domains: demographics included 10 items, quality of life included seven items, personal
behavioral health included five items, community resources included 10 items, barriers to
treatment included seven items, community solutions included six items, beliefs about behavioral
health included four items, and a single open-ended item for respondents to provide additional
thoughts they might have regarding mental health and substance use. Examples of survey items
are “People in my community are judged for receiving help for mental health/addictions” and “I
have used substances such as cocaine, marijuana, heroin, or meth to change how I feel.”
Response options were categorical or Likert-type responses (e.g. 1 “strongly disagree” to 5
“strongly agree”). The survey took approximately 12 minutes to complete.
The survey was uploaded to an online platform, Qualtrics, to facilitate dissemination and
was also available through paper copies at designated community locations (eg public libraries,
city hall, and county court). Information about the survey was disseminated once through
community utility bills and weekly through community social media pages (ie Facebook). In
addition, paper surveys were shared occasionally with community members through various
gatherings (e.g. a parent support group and church services). Inclusion criteria required
respondents to be at least 18 years old and county residents. The study was approved by the
institutional review board at the primary researcher’s university. Data collection lasted for four
months, from January through April 2018.
Data Analysis
A total of 1,365 surveys were completed (61% online, 39% paper), representing a 3%
response rate from county residents. Data from the online surveys were downloaded from
Qualtrics and uploaded into IBM SPSS Statistics for Windows (version 25.0) for analysis. Paper
surveys were entered manually into the dataset, of which 10% were randomly cross-checked to
ensure accuracy of data entry. Sixty-one surveys from the total dataset were excluded from
analysis either because the respondents’ zip codes were outside the designated county (n=52) or
a zip code was not provided (n = 9). In addition, one respondent identified their gender as nonbinary and was excluded from data analysis given the inability to make reasonable comparisons
due to the disproportionality of men and women. The final dataset included 1,303 respondents.
Given the specificity of the survey to the community, not all data is presented in this
study. Responses to items assessing quality of life, barriers to treatment-seeking behavior, and
willingness to support efforts to address community needs were collapsed to compare those that
agreed (i.e. agree-strongly agree) with those who were unsure and those who disagreed (i.e.
disagree-strongly disagree). Data analysis included descriptive statistics (i.e. frequencies) and
inferential statistics (i.e. chi-square) according to the research questions. On average, less than
5% of data was missing and addressed through pair-wise deletion given the uniqueness of each
item. No adjustments (i.e. Bonferroni correction) were made for family-wise error in analyses
given the exploratory nature of the study and the desire to identify preliminary trends.
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Results
Demographics
Demographic data are presented in Table 1. Most respondents identified as women
(71.5%) and in committed or married relationships (72.3%). More than half of respondents had
less than a 2-year college degree (57.1%) and an individual annual income less than $42,000
(54.7%). There was a significant association between gender and income [𝑋 2 (7, N = 1212) =
93.15, p= .00 1] such that 40.5% of women, as compared with 18.5% of men, had an annual
income less than $27,000. Data regarding other demographics such as ethnicity and religious
affiliation were not solicited given the homogeneity of the county (i.e. 97% white and Christian).
Behavioral Health
The survey queried respondents about their current self-reported mental health and
substance use. Although 66.3% of respondents self-reported that their mental health was
generally good, approximately 34% of respondents (n = 433) indicated that they struggled with
their mental health, of which 17.6% indicated that they had a mental health diagnosis. About
16% of respondents (n = 208) indicated that they had used illegal substances (e.g. cocaine,
marijuana, heroin, or methamphetamines), and, 14% (n = 181) indicated they had used
medications more often than prescribed by their doctor or that were not prescribed for them.
Roughly 8% of respondents (n = 104) were in recovery for addiction and most (63.8%) had a
close relationship with someone who had an addiction. Significant associations were noted for
mental health and income [ 𝑋 2 (7, N = 1204) = 116.47, p= .001], as well as substance use and
income [ 𝑋 2 (7, N = 1197) = 64.33, p= .001]. More than half of respondents with self-reported
mental health challenges (51.8%) had an income less than $27,000 as compared to 25% of those
with “generally good” mental health. Similarly, 56.4% of respondents who used illegal
substances had an income less than $27,000, compared with 29.8% of those who did not use
illegal substances.
Community Quality of Life
Respondents were queried about the quality of life in their community. As displayed in
Table 2, a majority (69.8%) agreed that the county was a great place to live but nearly all
(96.1%) recognized the growing substance use problem within the county. The complexity of
the county’s needs was reflected in the percentage of respondents who believed that the county
lacked resources (55.1%), the pervasiveness of stigma/judgement toward those seeking help for
mental health and substance use (62.3%), and the perceived failure of leadership to effectively
address the community’s mental health and substance use needs (48.4%).
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Table 1
Sample Demographics
Demographic
n
%
Gendera, b
Men
370
28.5
Women
928
71.5
Relationship Statusa
Single
176
13.6
Married
819
63.1
Divorced/Widowed
183
14.1
Committed Relationship
119
9.2
Educationa, c
High School/GED
323
24.9
Some College/Technical Certificate
372
28.7
Associate Degree
192
14.8
Undergraduate Degree
221
17.1
Graduate Degree
143
11.0
Incomea, d
Below $12,000
185
15.2
$12,000-$27,000
228
18.8
$27,001-$42,000
252
20.7
$42,001-$57,000
183
15.1
$57,001-$72,000
151
12.4
Note. (N =1303). a Item totals do not equal 1303 due to missing data. b One respondent identified as nonbinary. c 3.5% (n = 45) had less than a high school degree. d Three income brackets beyond $72,000 were
each represented by less than 10% of respondents: $72,001-$87,000 (6.7%, n = 81); $87,001-$102,000 (4.7%,
n = 57); ≥ $102,001 (6.4%, n = 78).

Table 2
Citizen Perception of Quality of Life
Characteristic
County is a great place to live a
Agree
Unsure
Disagree
County has a growing addiction problem a
Agree
Unsure
Disagree
Leadership effectively addressing mental health/addiction needs a
Agree
Unsure
Disagree
County has resources needed to address mental health/addictions a
Agree
Unsure
Disagree
People are judged for receiving mental health/addiction help a
Agree
Unsure
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n

%

884
115
267

69.8
9.1
21.1

1245
47
4

96.1
3.6
0.3

268
400
626

20.7
30.9
48.4

197
377
705

15.4
29.5
55.1

805
321

62.3
24.8

7

Contemporary Rural Social Work Journal, Vol. 10 [2018], No. 1, Art. 5

Disagree
Note. (N = 1303). a Item totals do not equal 1303 due to missing data.

166

12.9

Barriers to Seeking Treatment
Respondents were asked to indicate the degree to which seven factors might influence
their decision to seek treatment for mental health and substance use if ever needed. These
factors included community stigma/judgment, self-stigma/shame, confidentiality/lack of privacy,
cost/lack of health insurance, fear of losing one’s children, lack of childcare, and lack of
transportation. Responses are displayed in Table 3. Most respondents (71.5%) indicated that
cost or lack of health insurance was an important factor. In addition, nearly two-thirds of
respondents indicated that their decision to get treatment would be influenced by selfstigma/shame (65.4%) and concerns regarding confidentiality (61.4%). Approximately half of
respondents indicated that fear of losing their children (49.9%) and public stigma (46.7%) would
influence their decision to seek treatment.
Table 3
Citizen Perception of Factors Influencing Likelihood of Seeking Treatment
Gender
Barrier
n
%
p
𝑋2
Cost/lack of health insurance a
32.52
.001
Agree
902
71.5
Unsure
108
8.6
Disagree
251
19.9
Self-stigma/shame a
4.70
.096
Agree
823
65.4
Unsure
128
10.2
Disagree
307
24.4
Confidentiality/lack of privacy a
25.62
.001
Agree
769
61.4
Unsure
157
12.5
Disagree
327
26.1
Fear of losing my children a
14.11
.001
Agree
614
49.9
Unsure
119
9.7
Disagree
499
40.5
Community stigma/judgment a
15.56
.001
Agree
590
46.7
Unsure
167
13.2
Disagree
506
40.0
Lack of childcare a
13.49
.001
Agree
513
41.8
Unsure
148
12.1
Disagree
567
46.2
Lack of transportation a
3.98
.136
Agree
489
39.0
Unsure
123
9.8
Disagree
641
51.1
Note. (N = 1303). a Item totals do not equal 1303 due to missing data.
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Income
p
𝑋2
52.64
.001

17.97

.208

18.63

.179

14.35

.424

16.86

.264

36.95

.001

29.68

.008
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Significant associations were noted for gender and five of the seven factors: stigma [𝑋 2
(2, N = 1260) = 15.56, p= .001], cost/lack of insurance [𝑋 2 (2, N = 1258) = 32.52, p= .001],
confidentiality [𝑋 2 (2, N = 1250) = 25.62, p= .001], losing one’s children [𝑋 2 (2, N = 1229) =
14.11, p= .001], and lack of childcare [𝑋 2 (2, N = 1225) = 13.49, p= .001]. Men were less likely
than women to agree that stigma, cost/lack of health insurance, confidentiality, fear of losing
children, and lack of child care were concerns. No association was noted between gender and
shame [𝑋 2 (2, N = 1255) = 4.70, p= .096] or gender and transportation [𝑋 2 (2, N = 1250) = 3.98,
p= .136].
There were three factors associated with respondents’ income: cost/lack of insurance
[𝑋 (14, N = 1185) = 52.64, p = .001]; lack of transportation [𝑋 2 (14, N = 1177) = 29.68, p =
.008]; and, lack of childcare [𝑋 2 (14, N = 1159) = 36.95, p = .001]. Respondents with income
below the federal poverty level most often endorsed lack of insurance, transportation, and
childcare as influencing likelihood of seeking treatment if ever needed for mental health and
substance use. For example, although 48.4% of respondents with an income below federal
poverty level indicated that transportation was an important consideration, less than one-quarter
of respondents with income greater than $87,000 indicated that transportation was a concern.
There was no association between respondents’ level of income and: stigma [𝑋 2 (14, N = 1187) =
16.86, p = .264]; shame [𝑋 2 (14, N = 1181) = 17.97, p = .208]; confidentiality [𝑋 2 (14, N = 1177)
= 18.63, p = .179]; and fear of losing children [𝑋 2 (14, N = 1161) = 14.35, p = .424].
2

Willingness to Get Involved
Respondents were asked to indicate the degree to which they were willing to support six
possible responses to the community’s challenges with mental health and substance use. As
displayed in Table 4, more than half of respondents were willing to support five possible
responses, with most supporting an increase in county spending on mental health needs (79%)
and forming a neighborhood watch (71%). However, 53.2% of respondents were either unsure
or unwilling to volunteer with community mental health organizations.
Four of the six responses to the community’s challenges were associated with gender, including
willingness to: volunteer [𝑋 2 (2, N = 1258) = 12.23, p= .002]; donate money [𝑋 2 (2, N = 1258) =
20.17, p= .001]; support a tax increase [𝑋 2 (2, N = 1264) = 14.88, p= .001]; and, support
increased county spending for mental health services [𝑋 2 (2, N = 1264) = 34.27, p= .001].
Although most respondents supported these initiatives, men were more likely than women to not
support increased taxes and county spending on mental health needs. In addition, women were
more likely than men to be willing to volunteer and more likely to indicate “unsure” when asked
about willingness to donate money. There was no significant association between gender and
willingness to support increased county spending on criminal justice [𝑋 2 (2, N = 1261) = 5.16,
p= .076] or willingness to support a neighborhood watch [𝑋 2 (2, N = 1270) = 2.68, p= .263].
Four of the six responses to the community’s challenges were associated with
respondents’ level of income: volunteering [𝑋 2 (14, N = 1183) = 32.08, p = .004]; donating
money [𝑋 2 (14, N = 1182) = 30.12, p = .007]; increased county spending on mental health
[𝑋 2 (14, N = 1186) = 29.38, p = .009]; and, increased county spending on criminal justice [𝑋 2 (14,
N = 1187) = 26.15, p = .025]. Respondents with income below the poverty level were most
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likely to agree with volunteering. Although one-third of respondents with income less than
$42,000 were unsure about donating money, two-thirds of respondents with income over
$87,000 were willing to donate money. Regarding county spending on mental health services,
more than 70% of respondents in each income bracket were willing to support an increase in
county spending and those with incomes between $42,001 ̶ $57,000 were least likely to be
“unsure” about an increase. The greatest percentage of respondents willing to support an
increase in county spending on criminal justice had an income between $72,001 and $102,000.
Respondents’ willingness to get involved with a neighborhood watch and to support a tax
increase was unassociated with their level of income [𝑋 2 (14, 𝑁 = 1193) = 18.02, 𝑝 =
.206; 𝑋 2 (14, N = 1187) = 9.25, p = .815], respectively.
Table 4
Citizen Willingness to Support Efforts to Address Community Needs
Gender
Income
Strategy
n
%
p
p
𝑋2
𝑋2
Increase county spending on mental health a
34.27
.001
29.38
.009
Agree
1002
79.0
Unsure
156
12.3
Disagree
110
8.7
Form neighborhood watch a, b
2.68
.236
18.02
.206
Agree
902
71.0
Unsure
268
21.0
Disagree
104
8.2
Increase county spending on criminal justice a
5.16
.076
26.15
.025
Agree
846
66.9
Unsure
227
17.9
Disagree
192
15.2
Increase in taxes a
14.88
.001
9.25
.815
Agree
776
61.2
Unsure
224
17.7
Disagree
268
21.1
Donate money a
20.17
.001
30.12
.007
Agree
682
54.0
Unsure
367
29.1
Disagree
213
16.9
Volunteer with providers a
12.23
.002
32.08
.004
Agree
590
46.8
Unsure
437
34.6
Disagree
235
18.6
a
Note. (N =1303). Item totals are less than 1303 due to missing data. b Sum of percentages is greater than 100
due to rounding error.

Discussion
County leaders sought to understand citizens’ beliefs and experiences with mental health
and substance use to inform the direction of their efforts to address the community’s needs.
Through a university-community partnership, a community survey was developed based upon
input from county stakeholders and administered across the county. The present study focused
on citizens’ perception of factors that might influence their decisions to seek treatment for mental
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health and substance use if ever needed, and their willingness to support plausible efforts to
address the county’s needs.
Survey respondents were characteristic of the county and the nation. For example, 13%
of the sample had an income below the poverty level and 19.1% were retired. This compared
well with county census data that indicated 13.7% of persons lived below the poverty level and
19.7% of residents were senior citizens. In addition, the sample was characteristic of national
data for those with a diagnosed mental illness (17.6% sample vs. 18.3% nation) and living in
recovery ([9% sample vs. 10% nation]; National Institute of Mental Health, 2017; New York
State Office of Alcoholism and Substance Abuse Services, 2012). However, the county may
have greater substance use (17%) than at the national level (10.2%), although national level data
reflected persons 12 years of age and older (Substance Abuse and Mental Health Services
Administration, 2015).
Findings indicate that several factors might influence the decisions of community
members to seek treatment if needed for behavioral health. These factors included both
intrapersonal factors like shame and systemic factors such as confidentiality and cost. Sivalogan
et al. (2018) noted the importance of understanding individuals’ perception as fundamental to
their decisions to seek treatment. Likewise, Robinson et al. (2012) indicated that “perceived
barriers [might] play a more signiﬁcant role in help-seeking behaviors than tangible barriers”
(p.318). In the present study, cost of treatment and lack of insurance, shame, and lack of privacy
were significant concerns for more than half of the sample. Many feared losing their children
and being judged by others in the community. In addition, for more than a third of respondents,
lack of childcare and lack of transportation were also important considerations.
Like other states across the U.S., the state in which this research was conducted has a
health insurance plan for those not covered by Medicaid or Medicare. However, it has an
income ceiling, monthly fees, and a multi-step application process that might be challenging for
applicants. Increased community education around behavioral health, treatment, and federal
regulations such as Health Insurance Portability and Accountability Act (HIPPA) can help to
reduce stigma and provide additional assurance of confidentiality (Curin, Hayslip, & Temple,
2011; Jennings et al., 2015). Further, increasing knowledge in the community may decrease the
pervasiveness of stigma, thereby helping individuals to be less concerned about who might see
them going for treatment (Booth, Wright, Ounpraseuth, & Stewart, 2015; Jennings et al., 2015;
Robinson et al., 2012). Similarly, by recognizing the concerns of losing one’s children, along
with the need for childcare and transportation, community leaders and providers can collaborate
in policy development, education, and innovation to augment community services and bridge any
gaps that are barriers to treatment.
Perceived barriers to treatment were often associated with gender and income. Similarly,
mental health status and substance use were associated with income. Concerns with cost and
lack of insurance, as well as transportation and childcare, were most often represented among
people within lower income brackets, particularly income below the poverty level. Women, in
comparison to men, may face compounded hardship when seeking treatment for mental health
and substance use, particularly given they are associated with lower income and are likely more
often the primary caregiver for children. The hardships that women face particularly in rural
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communities is supported by previous research (Alang, 2015; Hall & Skinner, 2012; StatonTindall et al., 2015).
Rural communities face unique challenges in comparison to urban counterparts,
particularly with a lack of resources and services that are exacerbated by limited federal funding
(Knopf, 2018; Longenecher & Schmitz, 2017; Robinson et al., 2012; Young et al., 2015). The
present study assessed the viability of potential strategies, identified by the community
stakeholders in the interviews leading up to the development of the survey, to address the
community’s behavioral health needs. Most respondents were willing to support various efforts,
including: increased county spending, forming a neighborhood watch in collaboration with the
police, an increase in taxes, and donating money. However, gender and income were associated
with respondents’ willingness to support these efforts. For example, women were more willing
to volunteer information about donating money, and men were more likely to refuse supporting
increased taxes and county expenses. Although support of increased county funding for criminal
justice was not associated with gender, men were less supportive than women of increased
funding for mental health. Higher levels of stigma and shame have been related with increased
negativity toward treatment, however, the findings may suggest an underlying gender difference,
with men holding more negative attitudes and less likely to seek help for mental health than
women (Currin et al., 2011; Booth et al., 2015).
Some strategies like creating a neighborhood alliance with police to create a safer
community were not associated with gender or income and were well-received by community
members. Although such community-level responses can be effective, they present with some
challenges such as the need for strong leadership and effective planning; however, the smaller
size and close-knit communities in rural areas might provide the foundation and context
necessary for a successful alliance (Baker, Baker, & Zezza, 1999; Robinson et al., 2012).
Limitations
This study presents with several limitations. The survey was created for a specific county
and reflects its unique needs. Although this approach demonstrates cultural sensitivity (Bischoff
et al., 2014), the structure of the survey (e.g. multiple unique domains and items) prevents
overall analysis of psychometric properties. A standardized instrument would strengthen the
generalizability of results but might compromise its utility for the community. Similarly,
although the study embraces a bottom-up approach to provide information to guide community
efforts, it utilized a structured survey. The bottom-up approach could have been expanded by
providing more open-ended questions. In addition, the type of data and statistical analyses limit
any inferences. The cross-sectional design limits an understanding of how respondents’
perceptions might change over time.
Various strategies were used to disseminate the survey both online and as a paper copy.
This resulted in a sample that reflected county demographics except for gender, where women
were disproportionately represented in the sample. Other studies have noted similar concerns
with research participation (Markandy, Brennan, Gould, & Pasco, 2013; Saleh & Bista, 2017;
Smith, 2008). Saleh and Bista (2017) noted that, although men and women may not differ in
their willingness to complete a survey if they have an interest in the topic, survey reminders and
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structure of survey items may have a differential impact, with men more likely to complete a
survey after receiving a reminder and if survey items are short and concise. Future research
should consider strategies to increase participation of men and be conducted across rural
communities to increase generalizability of the results.
Respondents were asked about the potential influence of barriers on their decisions to
seek treatment for behavioral health, if ever needed. It is plausible that perception might differ
between barriers to mental health treatment and treatment for substance use but are not captured
here. Similarly, the barriers and possible strategies identified in the survey reflect those that
community stakeholders wanted to better understand. Barriers and strategies are likely
influenced by community context and capacity. Further, although it is possible that asking only
people who are presently seeking treatment might provide a more accurate estimate of the impact
of factors, it is important to recognize that mental illness and substance use can happen at any
point across the lifespan (McKee, 2017). In addition, the survey was intended to gauge the
broader community, and, across the sample, many respondents reflected concerns with accessing
treatment. This provides an understanding of the environment across the county and the breadth
of concern.
Conclusions
The opioid epidemic has brought increased attention to behavioral health across the
nation. Although no region is exempt, rural areas have increased challenges in responding to
their communities’ needs. The present study used data from a survey that was developed and
administered through a university-community collaboration. The results of the survey indicate
that community members generally liked where they lived but recognized the challenges that
their county faced. Intrapersonal and systemic factors were concerns for many community
members regarding accessing treatment. Nonetheless, citizens demonstrated a willingness to be
part of the solution, from volunteering to supporting increased county taxes. Although some
differences associated with gender and income emerged, understanding these differences can be
utilized to create and tailor strategies to increase community engagement. It is evident that many
community members were willing to do something. Although willingness to do something and
doing it are different, understanding the perspectives of citizens is fundamental to creating a
successful community plan.
Although the community benefitted from the university-community partnership, the
benefits were mutual. Through this effort, social work students were provided with the
opportunity for authentic learning, enabling them to apply classroom learning to real-world
situations (Pearce, 2016). In addition, it allowed students to learn about behavioral health, the
focus of their current program, from a macro-level perspective. Further, faculty were able to
build community relations and increase the presence of the university in the community and
provide a foundation for subsequent projects that have the potential for reciprocal gains.
The present study provides a preliminary foundation for subsequent exploration and
discussion regarding the viability of a bottom-up approach in developing a strategic response to
behavioral health needs in rural communities. Despite the allocation of federal and state
resources to addressing the current needs illuminated by the nationwide opioid epidemic, rural
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communities remain hard-pressed for viable solutions. Although the small communities that
highlight rural areas are often challenged by their size and familiarity, their close-knit nature
might be a strength to pulling residents together and responding to their needs.
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